Background {#Sec1}
==========

High consumption of fruit and vegetables as part of a healthy diet is advocated for the prevention of chronic diseases, such as coronary heart disease, stroke, and some cancers \[[@CR1]\]. Although dietary recommendations vary between countries, most are in line with the World Health Organization's recommendation to consume a daily minimum of 400 g of fruit and vegetables, or the equivalent of five portions of fruit and vegetables per day \[[@CR1]--[@CR3]\]. Recently, a comparative risk assessment of global burden of disease identified diets low in fruit to be among the five leading risk factors worldwide \[[@CR4]\]. Previous meta-analyses have provided evidence for the protective effects of fruit and vegetables against risk of coronary heart disease \[[@CR5], [@CR6]\] and stroke \[[@CR7]\]. A recent meta-analysis has shown that the consumption of fruit and vegetables, either separately or combined, was inversely associated with a lower risk of all-cause and cardiovascular mortality \[[@CR8]\]. The relationship with cancer mortality is less clear \[[@CR8], [@CR9]\], and may be specific to the kinds of fruit and vegetable consumed and types of cancers \[[@CR10]\]. With cardiovascular disease and cancer being the primary causes of death in developed countries \[[@CR11]\], further investigation of the protective effects of fruit and vegetables can contribute to the evidence base for public health recommendations.

To date, there has been limited research on fruit and vegetable consumption and mortality risk in Australia. Previous prospective cohort studies have been conducted in the United States, Europe and Asia \[[@CR5]--[@CR8]\]. In addition, few cohort studies have investigated the consumption of raw versus cooked vegetables in relation to mortality risk or disease incidence \[[@CR9], [@CR12]\]. Cooking can modify the nutritional properties of vegetables thereby influencing their potential effects on health \[[@CR13]\]. In the large European Prospective Investigation into Cancer and Nutrition cohort, stronger inverse associations were observed for raw vegetables than for cooked vegetables with all-cause, cardiovascular and cancer mortality \[[@CR9]\]. However, both raw and processed fruit and vegetables were not significantly related to cardiovascular disease incidence in a Dutch population-based cohort \[[@CR12]\]. A review by Link and Potter \[[@CR13]\] including both case--control and cohort studies showed that the consumption of raw vegetables was more strongly related to specific types of cancer than that of cooked vegetables. Although results from these observational studies tend to suggest that the associations with raw vegetables may be stronger than with cooked vegetables \[[@CR9], [@CR13]\], this has not been firmly established.

The aims of this paper are to examine the relation of all cause-mortality with: a) individual and combined fruit and vegetable consumption; b) the consumption of raw versus cooked vegetables, in a large Australian cohort aged 45 years and over. Findings from the current study could inform public health recommendations on fruit and vegetable consumption.

Methods {#Sec2}
=======

Study population {#Sec3}
----------------

The Sax's Institute's 45 and Up Study is the largest prospective cohort study into healthy ageing in the Southern Hemisphere \[[@CR14]\]. The cohort comprises 267,153 men and women aged 45 years and over residing in the state of New South Wales (NSW), Australia at baseline, and represents around 10 % of the NSW population aged 45 years and over. From January 2006 to December 2008, potential participants were randomly sampled from the database of Medicare Australia, the national health insurance provider and were sent an invitation to take part. The database includes Australian citizens, permanent residents, and some temporary residents and refugees. Interested participants joined the study by completing a mailed questionnaire and a consent form for follow-up which included linkage of questionnaire data to population health databases. The study methods have been described in detail elsewhere \[[@CR14]\] and the baseline questionnaire is available at <http://www.saxinstitute.org.au/our-work/45-up-study/questionnaires/>. The 45 and Up Study received ethics approval from the University of NSW Human Research Ethics Committee. Approval to use data from the 45 and Up Study for this paper was obtained from the NSW Population and Health Services Ethics Committee. Participants who had reported on the baseline questionnaire that they had a history of cancer (defined as a self-reported history of cancer other than non-melanoma skin cancer: *n* = 22,900) and/or cardiovascular disease (defined as a self-reported history of heart disease, stroke or blood clot: *n* = 46,120) were excluded from the analysis. Of the remaining 203,590 participants who did not report a history of cancer and/or cardiovascular disease, 52,621 had missing data for the covariates of interest to this study and were further excluded from the analysis. The final analytic sample included 150,969 participants (83,329 women and 67,640 men).

Measurement {#Sec4}
-----------

### Exposure {#Sec5}

Self-reported baseline questionnaire data include information on socio-demographic and lifestyle factors, height and body weight, medical and surgical history, and physical functioning. Participants were asked a few dietary questions based on short validated dietary questions commonly used in health monitoring and surveillance \[[@CR15]\]. Usual fruit consumption was assessed by asking participants: "About how many serves of fruit do you usually have each day?" with one serve of fruit corresponding to one medium piece or two small pieces of fresh fruit, or one cup of diced or canned fruit pieces. Vegetable consumption was determined from the following question: "About how many serves of vegetables do you usually eat each day?" Participants were asked to report consumption of raw and cooked vegetables separately. One serve of vegetables was defined as half a cup of cooked vegetables (including potatoes) or one cup of raw vegetables (e.g. salad). For each of these two questions, participants also had the option to answer that they did not eat fruit or vegetables, which were subsequently coded as zero serve.

### Outcome {#Sec6}

All-cause mortality was ascertained from the NSW Registry of Births, Deaths, and Marriages from February 1, 2006 to June 15, 2014. The mortality data were linked to the 45 and Up Study baseline data by the Centre for Health Record Linkage (CHeReL, NSW, Australia) using probabilistic record linkage methods and a commercially available software (Choice-Maker, ChoiceMaker Technologies Inc.).

### Covariates {#Sec7}

The following baseline self-reported variables were included as covariates: age, sex, highest educational qualification (none, school certificate, higher school certificate, trade/certificate/diploma, university degree or higher), marital status (single, widowed, divorced/separated, or married/de facto), residential remoteness (major city, regional area, or remote area), socio-economic status (quintiles based on Socio-Economic Indexes For Area - Index of Relative Socio-Economic Disadvantage \[[@CR16]\]), smoking status (never, past, or current), hours of sleep, physical activity (assessed using validated questions from the Active Australia Survey \[[@CR17]\]; categorised as \<150, 150--300, ≥300 min per week), multi-vitamin intake (for most of the last four weeks), processed meat intake (times per week), general health (self-rated as excellent, very good, good, fair or poor), previous physician diagnosis of diabetes (yes or no) and body mass index (derived from self-reported height and weight; categorised as underweight \[\<18.5 kg/m^2^\], normal weight \[18.5--\< 25.0 kg/m^2^\], overweight \[25.0--\< 30.0 kg/m^2^\], or obese \[≥30.0 kg/m^2^\]).

Statistical analysis {#Sec8}
--------------------

A complete case analysis was conducted on 150,969 participants. Based on their frequency distribution, fruit and vegetable consumption were categorised as quartiles (Q). Descriptive statistics for baseline characteristics were computed for the overall sample and according to fruit and vegetable consumption, both as separate and combined categories. Crude and adjusted hazard ratios (HRs) with 95 % confidence intervals (CIs) were estimated for all categories of fruit and vegetable consumption (combined fruit and vegetables, total fruit, total vegetables, cooked vegetables, raw vegetables) by using Cox proportional hazards models, with the lowest intake category used as a reference category. To test the statistical significance for trends (measured by probability \[*P*\] for trends) in the associations across increasing quartiles of fruit and vegetable intake, quartiles of intake were replaced with a continuous variable calculated from the respective midpoints of the quartiles in the Cox proportional hazard models. Three models were tested for each exposure variable: Model 1 was an unadjusted model; Model 2 was minimally adjusted for age and sex; Model 3 was adjusted for age, sex, education level, marital status, location of residence, socio-economic status, smoking status, physical activity categories, multi-vitamin use, processed meat consumption, diabetes and body mass index categories. Analyses of vegetable consumption were adjusted for fruit consumption (and vice versa).

As suggested by previous studies, variables including age, sex, education level, smoking and body mass index could potentially moderate the association between fruit and vegetable consumption and all-cause mortality \[[@CR9], [@CR12]\]. Furthermore, lifestyle factors, such as fruit and vegetable consumption, may have differential effects on those with different health status. Therefore, in Model 3, we tested for potential effect modification by age group (45--59 years; 60--74 years; ≥75 years), sex, education level, smoking status, body mass index categories, and self-rated health. Any significant (*P* \< 0.05) interactions were further explored in stratified analyses. Finally, due to the relatively short follow-up, an additional sensitivity analysis was conducted by repeating the analysis on those with at least two years of follow-up to test for occult disease at baseline. Data were analysed using SAS version 9.3 (SAS Institute Inc.) and the significance level was set at 0.05.

Results {#Sec9}
=======

Participant characteristics {#Sec10}
---------------------------

Among 150,969 participants followed up for an average of 6.2 (standard deviation \[SD\]: 1.0) years and a total of 933,538 person-years, 6,038 (4 %) died. Overall, the mean age (SD) of participants at baseline was 60.0 (10.1) years, more than half (55.2 %) of participants were women, more than a quarter (27 %) completed college or university, more than three quarters (77.7 %) were in a married/de facto relationship, and 54.7 % lived in regional/remote areas. The mean intakes (SD) for fruit, vegetables, and both fruit and vegetables, were respectively: 1.9 (1.4), 3.9 (2.6), and 5.8 (3.3) servings/day. More than half (60.5 %) of the sample (48.6 % of men; 70.2 % of women) met the World Health Organization's recommendations of consuming a combination of five serves of fruit and vegetables per day \[[@CR1]\]. Baseline characteristics of study participants by categories of fruit and vegetable consumption are presented in Table [1](#Tab1){ref-type="table"}. Compared with participants with lower intakes of fruit and vegetables, those who consumed higher amounts were more likely to be younger, women, in a married/de facto relationship, and living in remote/rural areas. Such participants were also more likely to sleep between 7 to 9 h per day, exercise more than 300 min/week, be non-smokers, non-obese and to perceive themselves in very good or excellent health.Table 1Baseline characteristics of 150,969 participants from the 45 and Up Study by frequency of fruit and vegetable intakes^a^Quartiles of fruit intake^b^Quartiles of vegetable intake^b^Quartiles of combined fruit and vegetable intake^b^VariableOverallQ1Q2Q3Q4Q1Q2Q3Q4Q1Q2Q3Q4Number of subjects150,96912,96050,76650,11137,13254,56224,46040,97930,96837,46743,00434,77935,719Mean servings per day (SD)0.001 (0.02)1.01 (0.05)2.00 (0.00)3.73 (1.46)1.65 (0.57)2.99 (0.08)4.39 (0.49)7.83 (2.61)2.44 (0.80)4.49 (0.50)6.44 (0.50)10.27 (3.12)Age group (%) 45 to 59 years56.564.558.355.652.459.159.455.251.359.959.455.250.7 60 to 74 years33.528.532.034.336.330.731.135.238.030.131.235.138.2 ≥75 years10.07.19.710.111.310.39.49.610.710.09.49.711.1Women (%)55.241.248.061.461.640.555.365.767.136.654.164.866.7College or higher education (%)27.018.026.028.529.526.131.929.022.124.129.829.124.7Married/de facto (%)77.773.078.878.676.874.778.680.378.974.378.479.978.4Location of residence Major city (%)45.342.244.545.547.047.947.644.340.146.946.944.941.9 Rural/remote (%)54.757.855.554.553.052.152.455.759.953.153.155.158.1Socio-economic status (SEIFA-IRSD) (%) Quintile 1 (most disadvantaged)19.122.620.018.117.919.117.518.321.320.018.218.120.2 Quintile 219.120.719.019.118.818.818.419.120.219.018.718.919.8 Quintile 321.021.421.121.020.520.620.121.122.220.920.221.221.7 Quintile 420.119.419.620.520.620.020.620.619.319.820.420.519.7 Quintile 5 (least disadvantaged)20.715.920.221.422.221.423.421.017.020.322.521.318.6Current smoking (%)7.521.29.25.03.89.96.65.86.212.77.05.34.9Hours of sleep (%) \<7 h/day15.119.815.213.915.016.913.913.515.017.314.713.614.7 7--9 h/day67.660.766.969.568.666.369.168.867.365.068.768.968.0 ≥9 h/day17.319.617.816.716.416.717.017.717.717.716.617.517.3Physical activity category (%) 10--149 min/week19.129.021.916.914.822.918.516.716.125.719.016.015.2 150--299 min/week16.117.217.215.914.317.017.215.813.817.517.015.813.7 ≥300 min/week64.853.861.067.270.860.064.467.570.156.764.068.171.1Multivitamin use (%)3.22.93.33.23.13.33.12.93.13.33.22.93.1Self-rated health (%) Excellent18.312.415.719.222.815.718.720.020.413.818.120.021.7 Very good40.633.240.042.241.738.440.842.342.036.841.142.642.0 Good31.437.033.730.227.734.031.429.529.135.931.629.328.3 Fair8.514.79.37.46.910.48.17.27.611.78.27.37.0 Poor1.22.71.30.90.91.51.00.91.01.81.10.80.9BMI category (%) Underweight and normal weight (≤18.5 to \<25.0 kg/m^2^)39.034.937.739.142.137.341.140.338.736.539.340.340.0 Overweight (25.0 to \<30.0 kg/m^2^)39.439.340.539.238.041.538.837.937.941.639.838.037.8 Obese (≥30.0 kg/m^2^)21.625.821.821.719.921.220.121.823.421.821.021.722.2Physician diagnosed diabetes (%)7.05.96.47.47.66.96.36.97.76.56.77.07.7*Abbreviations*: *BMI* body mass index, *min* minutes, *IRSD* Index of Relative Socio-economic Disadvantage, *Q* quartile of intake, *SD* standard deviation, *SEIFA* Socio-Economic Indexes For Areas^a^Data are presented as means (SD) or percentages (%)^b^The quartiles of intake for fruit and vegetables (servings/day) were as follows: Fruit: Q1: \<1.0; Q2: 1.0 to \<2.0; Q3: 2.0 to \<2.3; Q4: ≥2.3. Vegetables: Q1: ≤2.0; Q2: 2.0 to ≤3.0; Q3: 3.0 to ≤5.0, Q4: \>5.0. Fruit and vegetables combined: Q1: \<4.0; Q2: 4 to ≤5.0; Q3: \>5.0 to ≤7.0; Q4: \>7.0

Fruit and vegetable consumption and all-cause mortality {#Sec11}
-------------------------------------------------------

Table [2](#Tab2){ref-type="table"} shows the HRs for all-cause mortality according to categories of fruit and vegetable intake. The combined consumption of fruit and vegetables was inversely related to all-cause mortality in all models. In the fully adjusted model, this association was substantially attenuated compared with the unadjusted model (Q4 versus Q1; HR: 0.76; 95 % CI: 0.71, 0.81; *P* for trend \< 0.0001) but remained significant (Q4 versus Q1; HR: 0.90; 95 % CI: 0.84, 0.97; *P* for trend = 0.002). The highest risk reduction was observed with the highest consumption quartile (Q4: 7 serves or more of fruit and vegetables/day).Table 2Hazard ratios and 95 % confidence intervals of all-cause mortality by quartiles of intake for fruit and vegetables (*n* = 150,969)Quartiles^a^Q1Q2Q3Q4P for trendHR95 % CIHR95 % CIHR95 % CIHR95 % CIFruit and vegetable intake^a^Model 1 (crude)1.0Reference0.800.75,0.850.700.65,0.750.760.71,0.81\<0.0001Model 2^b^ (age, sex adjusted)1.0Reference0.890.83,0.950.790.73,0.850.770.72,0.83\<0.0001Model 3^c^ (adjusted)1.0Reference0.990.93,1.060.920.86,0.990.900.84,0.970.002Fruit intake^a^Model 1 (crude)1.0Reference0.910.83,1.000.780.72,0.860.780.71,0.85\<0.001Model 2^b^ (age, sex adjusted)1.0Reference0.750.69,0.830.660.60,0.720.620.56,0.68\<0.001Model 3^c^ (adjusted)1.0Reference0.910.83,0.990.860.78,0.940.840.76,0.930.001Vegetable intake^a^Model 1 (crude)1.0Reference0.780.72,0.840.710.66,0.750.790.74,0.85\<0.0001Model 2^b^ (age, sex adjusted)1.0Reference0.870.81,0.940.810.76,0.870.820.77,0.88\<0.0001Model 3^c^ (adjusted)1.0Reference0.950.88,1.020.920.86,0.990.930.87,1.000.017Cooked vegetable intake^a^Model 1 (crude)1.0Reference0.740.68,0.800.870.81,0.940.880.81,0.950.004Model 2^b^ (age, sex adjusted)1.0Reference0.860.80,0.930.890.83,0.970.800.74,0.86\<0.0001Model 3^c^ (adjusted)1.0Reference0.920.85,1.000.980.90,1.060.870.80,0.950.003Raw vegetable intake^a^Model 1 (crude)1.0Reference0.620.57,0.660.560.50,0.610.650.59,0.72\<0.0001Model 2^b^ (age, sex adjusted)1.0Reference0.760.70,0.820.760.69,0.840.770.70,0.850.0005Model 3 (adjusted)1.0Reference0.870.81,0.940.920.84,1.020.940.85,1.040.793*Abbreviations*: *CI* confidence interval, *HR* hazard ratio, *Q* quartile^a^The quartiles of intake for fruit and vegetables (servings/day) were as follows: Fruit and vegetables combined: Q1: \<4.0; Q2: 4 to ≤ 5.0; Q3: 5.0 to ≤7.0; Q4: \>7.0. Fruit: Q1: \<1.0; Q2: 1.0 to \<2.0; Q3: 2.0 to \<2.3; Q4: ≥2.3. Vegetables: Q1: ≤2.0; Q2: 2.0 to ≤3.0; Q3: 3.0 to ≤5.0, Q4: \>5.0. Cooked vegetables: Q1: ≤1.0; Q2: 1.0 to ≤2.0; Q3: 2.0 to ≤3.0, Q4: \>3.0. Raw vegetables: Q1: \<1.0; Q2: 1.0 to \<1.3; Q3: 1.3 to ≤ 2.0; Q4: \>2.0^b^Model 2 was adjusted for age (continuous) and sex^c^Model 3 was adjusted for age (categorical), sex, education level, marital status, location of residence, socio-economic status, smoking status, physical activity categories, multi-vitamin use, processed meat consumption, diabetes and body mass index categories. Any significant (*P* \< 0.05) interactions (shown in Table [3](#Tab3){ref-type="table"}) with age group, sex, education level, body mass index categories and smoking status, were included in this model. The model for fruit was adjusted for vegetable intake and vice versa

Similarly, when fruit consumption was considered separately, there was an inverse association with all-cause mortality in all models. Participants in the top quartile had a significantly lower risk of all-cause mortality than those in the bottom quartile (fully adjusted model: HR: 0.84; 95 % CI: 0.76, 0.93; *P* for trend ≤ 0.001). Consumption of total vegetables, as well as separate consumption of cooked and raw vegetables, was associated with a lower risk of all-cause mortality in the unadjusted and minimally adjusted models (all *P* for trend \< 0.05). In the fully adjusted models, these associations were markedly attenuated compared with the unadjusted models, but remained statistically significant for total vegetables and cooked vegetables only (P for trend \< 0.05). The association with raw vegetable consumption showed estimates (and CIs) that were consistent with those for cooked vegetables but these findings were not significant. The sensitivity analyses conducted on participants with at least two years of follow-up showed similar results that were slightly attenuated ([Appendix](#Sec16){ref-type="sec"}: Table 4).

Effect modification {#Sec12}
-------------------

Significant (*P* \< 0.05) effect modifiers of the association between fruit and vegetable intake and risk of all-cause mortality included sex and age group (Table [3](#Tab3){ref-type="table"}). Consumption of fruit and vegetables combined, and separate consumption of vegetables, were inversely related with all-cause mortality in women but not in men. Consumption of fruit was associated with lower HRs in individuals aged between 60 to 74 years compared to other age groups.Table 3Hazard ratios and 95 % confidence intervals of all-cause mortality by quartiles of intake for fruit and vegetables by effect modifiersEffect value for significant interactionsQuartiles^a^Q1Q2Q3Q4P for interactionHR95 % CIHR95 % CIHR95 % CIHR95 % CIFruit and vegetable intake^a^Male1.0Reference1.03(0.95,1.12)0.97(0.88,1.06)1.01(0.92,1.11)0.002Female1.0Reference0.89(0.79,0.99)0.80(0.71,0.91)0.76(0.67,0.85)Fruit intake^a^45 to 59 years1.0Reference0.83(0.68,1.01)0.88(0.72,1.08)0.86(0.69,1.07)0.04560 to 74 years1.0Reference0.84(0.73,0.98)0.80(0.68,0.93)0.82(0.69,0.96)≥75 years1.0Reference1.13(0.98,1.30)1.05(0.91,1.21)0.98(0.84,1.13)Vegetable intake^a^Male1.0Reference0.94(0.86,1.04)0.94(0.86,1.03)1.04(0.94,1.14)0.012Female1.0Reference0.94(0.77,1.14)0.84(0.76,0.93)0.82(0.73,0.92)*Abbreviations*: *CI* confidence interval, *HR* hazard ratio, *Q* quartile^a^The quartiles of intake for fruit and vegetables (servings/day) were as follows: Fruit and vegetables combined: Q1: \<4.0; Q2: 4 to ≤ 5.0; Q3: 5.0 to ≤7.0; Q4: \>7.0. Fruit: Q1: \<1.0; Q2: 1.0 to \<2.0; Q3: 2.0 to \<2.3; Q4: ≥2.3. Vegetables: Q1: ≤2.0; Q2: 2.0 to ≤3.0; Q3: 3.0 to ≤5.0, Q4: \>5.0

Discussion {#Sec13}
==========

To our knowledge, this is the first prospective cohort study in Australia and one of the largest worldwide to explore the relationship between fruit and vegetable consumption and all-cause mortality. Consumption of fruit and vegetables combined was inversely related to all-cause mortality in this large cohort of middle-aged and older Australian adults. After adjustment for age and sex, this association was attenuated by approximately 6 %. Following adjustment for socio-economic, lifestyle and health-related factors, the association was attenuated further by approximately 12 % but remained statistically significant. Individual consumption of fruit or vegetables was associated with reduced mortality from all-causes in all models. Vegetables consumed cooked or raw, were also associated with a lower risk of all-cause mortality in unadjusted and minimally adjusted models. However, after adjustment for all other covariates, cooked vegetables remained significantly related to a lower risk of all-cause mortality. While the association of raw vegetables with all-cause mortality was similar to that of cooked vegetables, it did not remain statistically significant. Sex and age group were significant effect modifiers of the relationship between fruit and vegetable consumption and all-cause mortality.

Findings from the present study are in line with those from previous prospective cohort studies which have mostly found a significant inverse relationship between fruit and vegetable intake (considered separately or combined) and all-cause mortality \[[@CR9], [@CR18]--[@CR20]\]. A recent meta-analysis of prospective cohort studies showed that pooled hazard ratios of all-cause mortality were 0.95 (95 % confidence interval: 0.92, 0.98; *P* = 0.001) for an increment of one serving a day of fruit and vegetables, 0.94 (95 % CI: 0.90, 0.98; *P* = 0.002) for fruit, and 0.95 (95 % CI: 0.92, 0.99; *P* = 0.006) for vegetables \[[@CR8]\]. In our study, the protective effect of consuming both fruit and vegetables was slightly smaller. Differences in findings could be due to a number of factors that vary between studies including measures of fruit and vegetable consumption, covariate adjustment, follow-up time and cohort characteristics. Previous studies generally had longer follow-up periods and more detailed dietary measures \[[@CR8]\]. However, in their meta-analysis, Wang et al. found that study location, sex, sample size, study quality and duration of follow-up had little impact on the association between fruit and vegetable intake and all-cause mortality \[[@CR8]\].

The meta-analysis by Wang and colleagues also showed a dose--response relationship up to a threshold of five servings/day for fruit and vegetables combined, two servings/day for fruit, and three servings/day for vegetables \[[@CR8]\]. There was no further reduction in mortality risk beyond these thresholds. In the present study, protective effects on mortality risk were observed starting with the second quartile of consumption (4 to ≤5 servings/day of fruit and vegetables, 1 to \<2 servings/day of fruit and 2 to ≤3 servings/day of vegetables). However, with the exception of vegetable consumption which appeared to reach a threshold at 3 to ≤5 servings/day beyond which there was no further risk reduction, findings from the present study differed from those of the meta-analysis. For the consumption of fruit and vegetables combined and that of fruit only, the point estimates decreased with increasing serves, with the highest risk reductions achieved with 7 serves/day or more of fruit and vegetables, and 2.3 serves/day or more of fruit. These findings are in agreement with a recent study conducted in the United Kingdom which found a strong inverse association between combined fruit and vegetable consumption and all-cause mortality in 65,226 participants aged 35 years and over, with highest benefits seen with 7 serves/day or more of fruit and vegetables, 3 to \<4 serves/day of fruit and 3 serves/day or more of vegetables \[[@CR19]\]. It seems that current Australian recommendations to consume two serves of fruit (150 g each) and five serves of vegetables (75 g each) per day are appropriate \[[@CR21]\]. However, more efforts at promoting fruit and vegetable consumption are needed as approximately only 6--8 % of the NSW population aged 45 years and over currently meet Australian recommendations for fruit and vegetable intake \[[@CR22]\].

To date, several observational studies have investigated the differential effects of consuming cooked versus raw vegetables on all-cause mortality. Cooking can alter the physical structure and properties of bio-active compounds (such as phytochemicals, vitamins, minerals and fibre) contained in vegetables, and thereby change their physiologic effect, in a potentially beneficial or less desirable way for health \[[@CR13]\]. For example, the bioavailability of compounds that may act as antioxidants can either be enhanced (e.g. certain carotenoids such as carotenes in carrots and lycopene in tomatoes) or decreased (e.g. vitamin C) by heat treatment. Although results are still preliminary, several observational studies found that raw vegetable consumption was more protective against mortality than cooked vegetable consumption \[[@CR9], [@CR13]\]. The results of this study show similar relationships of cooked and raw vegetables to mortality. It should be noted that power was limited for raw vegetable consumption in the current study, which made it difficult to detect significant differences between quartiles. Further studies examining the effects of raw versus cooked vegetables on mortality risk are needed to explore these preliminary findings.

While there were some significant effect modifiers of the association between fruit and vegetable consumption and all-cause mortality identified in the current study, these findings should be interpreted with caution. Consumption of fruit and vegetables combined, as well as separate consumption of vegetables only, were inversely related with risk of all-cause mortality in women but not in men. To date, sex differences in these associations have not been clearly established. The meta-analysis by Wang et al. as well as several previous studies did not observe significant sex differences \[[@CR8], [@CR12], [@CR18], [@CR23], [@CR24]\]. However, in the large European Prospective Investigation into Cancer and Nutrition cohort study, while there were no significant sex differences for the consumption of fruit and vegetables combined or the individual consumption of vegetables, the individual consumption of fruit was inversely associated with risk of all-cause mortality in women but not in men \[[@CR9]\]. As suggested by the authors of that study, possible explanations for the discrepancy in findings include residual confounding, a finding due to chance, or a true biological difference, although a mechanism for such a difference is not apparent. Women may also report their intake of fruit and vegetables more accurately than men. In the few studies that stratified analyses by age, there was no significant effect modification by age \[[@CR12], [@CR25]\]. Clearly, further evidence is needed to support findings about potential effect modifiers and the underlying mechanisms remain to be elucidated.

Strengths and limitations {#Sec14}
-------------------------

The main strengths of this study include a large population-based sample, high quality record linkage and the inclusion of multiple socio-demographic, health-related and dietary covariates. The processing of vegetables (i.e., whether vegetables were cooked or raw) was also considered. The prospective nature of the study helped minimise recall bias.

This study had several limitations including the relatively short follow-up time which may have been insufficient to observe long-term effects of fruit and vegetable intake. Although the short dietary questions used in this study are appropriate for large-scale studies, it is possible that the self-reported consumption may not accurately capture true consumption. Most previous studies have used more detailed dietary methods such as food frequency questionnaires and food records, although these are also prone to measurement error \[[@CR8]\]. One major limitation of our brief questionnaire in comparison with more detailed questionnaires such as food frequency questionnaires, is that we did not measure the specific fruits and vegetables consumed. Examining the roles of different types of fruit and vegetables could be important as some kinds of fruit and vegetables could be more beneficial than others. In addition, the dietary questions were asked only at baseline and may not reflect the long-term habitual patterns of dietary behaviour. As this is an observational study, residual confounding could also be of concern. We tried to minimise this by adjusting for multiple covariates and by repeating the analyses among those with at least two years of follow-up data. Due to the limited number of dietary questions in the 45 and Up Study questionnaire, we could not assess other food items beyond processed meat as potential confounders. Future studies could consider including more detailed dietary measures differentiating between subgroups of vegetables, whether vegetables are consumed raw or cooked, cooking method, and collecting repeated dietary measures over time to establish long-term patterns of fruit and vegetable consumption.

Conclusions {#Sec15}
===========

In this large cohort of middle-aged and older Australian adults, consumption of fruit and vegetables was inversely associated with all-cause mortality during 6.2 years of follow-up. Findings from this study support recommendations to consume a high amount of fruit and vegetable consumption. The association of raw versus cooked vegetables in relation to mortality requires further investigation.

Appendix {#Sec16}
========

Table 4Hazard ratios and 95 % confidence intervals of all-cause mortality by quartiles of intake for fruit and vegetables for sensitivity analyses conducted on 149,787 participants with at least two years of follow-upQuartiles^a^Q1Q2Q3Q4P for trendHR95 % CIHR95 % CIHR95 % CIHR95 % CIFruit and vegetable intake^a^Model 1 (crude)1.0Reference0.810.76, 0.880.740.68, 0.800.800.74, 0.86\<0.0001Model 2^b^ (age, sex adjusted)1.0Reference0.900.84, 0.970.830.76, 0.900.800.74, 0.87\<0.0001Model 3^c^ (adjusted)1.0Reference1.000.93, 1.080.960.88, 1.040.930.86, 0.930.07Fruit intake^a^Model 1 (crude)1.0Reference0.900.81, 0.990.790.71, 0.870.790.71, 0.88\<0.001Model 2^b^ (age, sex adjusted)1.0Reference0.740.67, 0.820.660.59, 0.730.620.56, 0.69\<0.001Model 3^c^ (adjusted)1.0Reference0.880.80, 0.980.840.76, 0.940.830.74, 0.930.003Vegetable intake^a^Model 1 (crude)1.0Reference0.820.75, 0.890.730.68, 0.790.840.78, 0.91\<0.0001Model 2^b^ (age, sex adjusted)1.0Reference0.910.83, 0.990.840.78, 0.900.870.80, 0.94\<0.0001Model 3^c^ (adjusted)1.0Reference0.980.90, 1.070.940.87, 1.020.980.90, 1.060.309*Abbreviations*: *CI* confidence interval, *HR* hazard ratio, *Q* quartile^a^The quartiles of intake for fruit and vegetables (servings/day) were as follows: Fruit and vegetables combined: Q1: \<4.0; Q2: 4 to ≤ 5.0; Q3: 5.0 to ≤7.0; Q4: \>7.0. Fruit: Q1: \<1.0; Q2: 1.0 to \<2.0; Q3: 2.0 to \<2.3; Q4: ≥2.3. Vegetables: Q1: ≤2.0; Q2: 2.0 to ≤3.0; Q3: 3.0 to ≤5.0, Q4: \>5.0^b^Model 2 was adjusted for age (continuous) and sex^c^Model 3 was adjusted for age (categorical), sex, education level, marital status, location of residence, socio-economic status, smoking status, physical activity categories, multi-vitamin use, processed meat consumption, diabetes and body mass index categories. The model for fruit was adjusted for vegetable intake and vice versa

CI

:   confidence interval

HR

:   hazard ratio

NSW

:   State of New South Wales

P

:   probability

Q

:   quartile

SD

:   standard deviation

**Competing interests**

The authors declare that they have no competing interests.

**Authors' contributions**

BN, AB, JG and DD participated in the design of the study. JG carried out the statistical analyses. BN, AB and DD helped draft the manuscript. All authors helped with the interpretation of the data and revised the manuscript critically for important intellectual content. All authors read and approved the manuscript.

This research was funded from a Development Award from the Cardiovascular Research Network of NSW. BN was supported by an Australian Postgraduate Award and a University of Sydney Merit Award. DD (reference number 1072223) was funded by an Early Career Fellowship and EB was supported by a Senior Research Fellowship (reference number 1042717) from the National Health and Medical Research Council (NHMRC) of Australia.

This research was completed using data collected through the 45 and Up Study ([www.saxinstitute.org.au/our-work/45-up-study/](http://www.saxinstitute.org.au/our-work/45-up-study/)). The 45 and Up Study is managed by the Sax Institute in collaboration with major partner Cancer Council NSW; and partners: the National Heart Foundation of Australia (NSW Division); NSW Ministry of Health; NSW Government Family and Community Services -- Carers, Ageing, and Disability Inclusion; and the Australian Red Cross Blood Service. We thank the many thousands of people participating in the 45 and Up Study.
